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If you qualify for Medicaid health coverage, you may be able to enroll in Bayou Health. Enrolling in Bayou Health 
will allow you to choose a Health Plan that can help you get access to the health care that you need. If you qualify for 
Medicaid, we will help you enroll in a Bayou Health Plan. Some of the benefits of enrolling in Bayou Health are:
•	 More doctors and specialists to choose from.
•	 More contact between your doctors so you can get better treatments.
•	 No limit to the number of doctor visits.

If you pay for health insurance through your employer, you may qualify for LaHIPP (The Louisiana Health Insurance 
Premium Payment Program). This program pays you back for money you spend on your health insurance premiums. 
If you have questions about how to qualify, call 1-888-695-2447 or visit online at www.lahipp.dhh.louisiana.gov.

YOUR RIGHTS AND RESPONSIBILITIES

When you apply for assistance with the Louisiana Department of Health and Hospitals (DHH),
you agree to the following:

•	 You agree to tell DHH within 10 days of these changes:

–– Mailing or home address.
–– Health insurance coverage or premiums.
–– Income.
–– Things owned by anyone who gets health care coverage 

who has a disability or is age 65 or older.
–– If anyone getting health care coverage moves out of state.
–– If anyone moves in or out of the home.

•	 You state that answers you gave on this application are true 
and correct. If you purposely gave information that is not 
true or if you withheld information, you have committed 
fraud. If you commit fraud, you may have to pay back 
money that DHH pays for care that you receive.

•	 You understand Social Security numbers will only be used 
to get information from other government agencies to see if 
you qualify for benefits.

•	 By accepting medical care, you understand that DHH has 
the right to get money received by you from other sources 
like insurance payments or lawsuit settlements for care that 
DHH has paid for you.

•	 You understand that if you qualify for the Louisiana Health 
Insurance Premium Payment Program (LaHIPP), we will 
reimburse you for Employer Sponsored Health Insurance 
(ESI). You must be enrolled in ESI while you are receiving 
payments from LaHIPP. If your insurance coverage ends, 
you must tell LaHIPP. You will be responsible for paying 
back any money we pay while you are not covered by ESI.

•	 You understand that DHH will only send case information 
to Child Support Enforcement for medical support if you ask 
them to. DHH will make a referral only if parents of children 
under age 19 get Medicaid. You can request that DHH not 
refer you to Child Support Enforcement if you feel you have 
good cause not to cooperate with Support Enforcement.

•	 You understand that information about the Women, 
Infants, and Children Program (WIC), Early Periodic 
Screening, Diagnosis, and Treatment (EPSDT), and other 
programs may be sent to anyone who qualifies.

•	 You understand that Estate Recovery rules require DHH 
to recover the cost of certain Medicaid payments from the 
applicant’s estate. These costs include the total amount of 
payments for facility services, hospital care, payments to 
Home and Community Based Services (HCBS) or Program 
for All-Inclusive Care for the Elderly (PACE) providers, and 
prescription drugs received at age 55 or older. The estate 
is the property owned at the time of death. DHH will not 
make a claim against the estate while the applicant or his 
or her legal spouse is still living. DHH also will not make 
a claim if the applicant has a dependent child who is under 
age 21, blind, or disabled. Collection may not be made if it 
is not cost effective for DHH to do so, or if the heirs apply 
for a hardship waiver after the applicant’s death. A hardship 
may exist if the estate property is the only source of income 
for the heirs, if that income is limited, or if there are other 
convincing situations.

Your Rights

•	 You can ask for a Fair Hearing if you think any decision made on the case is unfair, incorrect, or made too late.

•	 DHH cannot treat you differently because of race, color, sex, age, disability, religion, nationality, or political belief. If you think 
it has, you can call the U.S. DHHS Regional Office for Civil Rights in Dallas, TX at 1-800-368-1019 or write to Louisiana’s 
Department of Health & Hospitals, Human Resources at P. O. Box 4818, Baton Rouge, LA 70821-4818.
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BHSF Form 1-G
Rev. 10/12

APPLICATION FOR LOUISIANA MEDICAID
Real Solutions For Your Health Care Needs 

•	 Fill out this application to see if you and your family qualify for Medicaid health care coverage. 
•	 If you need extra space, use a separate sheet of paper or the space provided for you on page 8.
•	 If you have any questions, call 1-877-252-2447 between 7:00 AM and 5:30 PM on Monday–Friday 

to speak with a Medicaid representative.
•	 Complete and mail this application to the Medicaid Application Office, P.O. Box 91278 Baton 

Rouge, LA 70821-9893 or fax it to 1-877-523-2987.

What is your preferred language?  □ English  □ Spanish  □ Vietnamese  □ Other: 			 

►► Please PRINT clearly in black ink.

1 — Personal Information
First name				      Middle initial    Last name				      Suffix (Sr., Jr., etc.)

Social Security number Date of birth Sex
□ Male  □ Female

Marital status 
□ Single  □ Married  □ Widowed  □ Divorced/separated

Are you Hispanic or Latino? (optional)
□ Yes  □ No

Race (optional – you may mark one or more)
□ White  □ Black  □ Asian  □ Native Hawaiian or Pacific Islander
□ American Indian or Alaska Native — Tribe:                     □ Other

2 — Contact Information
Mailing Address Home Address (if different)

P.O. box or street address			   Apt/Lot # Street address				     	 Apt/Lot #

City			   State			   Zip City			   State			   Zip

E-mail address (if you have one) Home parish (where you live)

Home phone
(	      )

Cell phone
(	      )

Other phone
(	      )
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3 — Members of your Household
List ALL people living in your home. If no one lives with you, leave additional blanks empty.

You Person 1 Person 2
Name

Relationship to you 

Social Security number

Date of birth

Sex □ Male  □ Female □ Male  □ Female
Hispanic/Latino? (optional) □ Yes  □ No □ Yes  □ No

Race
(optional – you may mark
one or more)

□ White  □ Black  □ Asian
□ Native Hawaiian or
     Pacific Islander
□ American Indian or
     Alaska Native — Tribe:
     		          
□ Other

□ White  □ Black  □ Asian
□ Native Hawaiian or
     Pacific Islander
□ American Indian or
     Alaska Native — Tribe:
     		          
□ Other

Does this person want to 
apply for Medicaid? □ Yes  □ No □ Yes  □ No □ Yes  □ No

Does this person have an old 
Medicaid card? □ Yes  □ No □ Yes  □ No □ Yes  □ No

Does this person have health 
insurance? □ Yes  □ No □ Yes  □ No □ Yes  □ No

If YES, is this insurance 
through someone’s job? □ Yes  □ No □ Yes  □ No □ Yes  □ No

If NO, is any insurance 
available through a job? □ Yes  □ No □ Yes  □ No □ Yes  □ No

Has insurance coverage 
ended in the past 12 months? □ Yes  □ No □ Yes  □ No □ Yes  □ No

If YES, when did it end?

Does this person have 
Medicare? □ Yes  □ No □ Yes  □ No □ Yes  □ No

Medicare Claim number
A disability is a physical or mental impairment that lasts for at least one year or is expected to result in death.

Does this person have a 
disability? □ Yes  □ No □ Yes  □ No □ Yes  □ No

The answers you give about citizenship are kept private and only used to see if you qualify for health coverage.

Is this person a U.S. citizen? □ Yes  □ No
(If YES, skip to section 4)

□ Yes  □ No
(If YES, skip to section 4)

□ Yes  □ No
(If YES, skip to section 4)

If NO, is this person a 
lawful permanent resident? □ Yes  □ No □ Yes  □ No □ Yes  □ No

When was this person 
granted residency?

Alien Registration number
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3 — Members of your Household (continued)

List ALL people living in your home. If no one lives with you, leave additional blanks empty.

Person 3 Person 4 Person 5
Name

Relationship to you 

Social Security number

Date of birth

Sex □ Male  □ Female □ Male  □ Female □ Male  □ Female
Hispanic/Latino? (optional) □ Yes  □ No □ Yes  □ No □ Yes  □ No

Race
(optional – you may mark
one or more)

□ White  □ Black  □ Asian
□ Native Hawaiian or
     Pacific Islander
□ American Indian or
     Alaska Native — Tribe:
     		          
□ Other

□ White  □ Black  □ Asian
□ Native Hawaiian or
     Pacific Islander
□ American Indian or
     Alaska Native — Tribe:
     		          
□ Other

□ White  □ Black  □ Asian
□ Native Hawaiian or
     Pacific Islander
□ American Indian or
     Alaska Native — Tribe:
     		          
□ Other

Does this person want to 
apply for Medicaid? □ Yes  □ No □ Yes  □ No □ Yes  □ No

Does this person have an old 
Medicaid card? □ Yes  □ No □ Yes  □ No □ Yes  □ No

Does this person have health 
insurance? □ Yes  □ No □ Yes  □ No □ Yes  □ No

If YES, is this insurance 
through someone’s job? □ Yes  □ No □ Yes  □ No □ Yes  □ No

If NO, is any insurance 
available through a job? □ Yes  □ No □ Yes  □ No □ Yes  □ No

Has insurance coverage 
ended in the past 12 months? □ Yes  □ No □ Yes  □ No □ Yes  □ No

If YES, when did it end?

Does this person have 
Medicare? □ Yes  □ No □ Yes  □ No □ Yes  □ No

Medicare Claim number
A disability is a physical or mental impairment that lasts for at least one year or is expected to result in death.

Does this person have a 
disability? □ Yes  □ No □ Yes  □ No □ Yes  □ No

The answers you give about citizenship are kept private and only used to see if you qualify for health coverage.

Is this person a U.S. citizen? □ Yes  □ No
(If YES, skip to section 4)

□ Yes  □ No
(If YES, skip to section 4)

□ Yes  □ No
(If YES, skip to section 4)

If NO, is this person a 
lawful permanent resident? □ Yes  □ No □ Yes  □ No □ Yes  □ No

When was this person 
granted residency?

Alien Registration number
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4 — Pregnancy
Is anyone in the home pregnant?  □ Yes  □ No (If NO, skip to section 5)

Person 1 Person 2 Person 3
Pregnant person’s name

When is the due date?

How many babies expected?

5 — Money from Jobs (examples: cash, checks, tips, etc.)

Does anyone in the home work?  □ Yes  □ No (If NO, skip to section 6)

Job 1 Job 2 Job 3
Worker’s name

Employer name

Employer phone number (	   ) (	   ) (	   )

Is this person self-employed? □ Yes  □ No □ Yes  □ No □ Yes  □ No

How much are they paid?
(gross income before taxes) $ $ $

How often paid? (weekly, 
biweekly, monthly, etc.)

Is health insurance offered? □ Yes  □ No □ Yes  □ No □ Yes  □ No

6 — Other Money (examples: Social Security, unemployment, child support, worker’s comp, etc.)

Does anyone in the home get money from other sources?  □ Yes  □ No (If NO, skip to section 7)

Source 1 Source 2 Source 3
Who receives the money?
(if child support, list the 
child’s name)

Where does it come from?

How much are they paid?
(gross income before taxes) $ $ $

How often paid? (weekly, 
biweekly, monthly, etc.)

7 — Medical Expenses
Does anyone in the home have medical bills (paid or unpaid) for medical care received in the past 3 months? 
□ Yes  □ No (If NO, skip to section 8)

Expense 1 Expense 2 Expense 3
Who received care?

Name of doctor, clinic, or 
other medical provider

Phone number (	   ) (	   ) (	   )

Dates of service

Total cost $ $ $
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8 — Other Expenses
Does anyone pay... Who pays this expense? Monthly cost

Child support  □ Yes  □ No $

Alimony  □ Yes  □ No $

Child care or care for a person with a disability?
□ Yes  □ No
Person cared for:                             

$

9 — Things You Own
ONLY complete this section if someone applying is 65 years of age or older, or if someone has a disability.

A disability is a physical or mental impairment that lasts for at least one year or is expected to cause death. 

Does anyone own... Who owns it?
Describe it

(include names of banks,
insurance companies, etc.)

How much is it worth?

Checking accounts
□ Yes  □ No $

Saving accounts
□ Yes  □ No $

Vehicle (cars, trucks, boats, 
motorcycles, RVs, ATVs, etc.)
□ Yes  □ No

$

Other Vehicles
□ Yes  □ No $

Property other than where 
you live
□ Yes  □ No

$

Certificates of Deposit (CD)
□ Yes  □ No $

Annuities, Trusts, Stocks, 
Bonds, Retirement Accounts
□ Yes  □ No

$

Life or burial insurance
□ Yes  □ No $

Money set aside for burial 
or pre-need contract
□ Yes  □ No

$

Safe deposit box
□ Yes  □ No $

Other
□ Yes  □ No $
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Read and sign below
By signing this application I am giving my permission to the State of Louisiana and its agents to make contacts to verify the 
information given on this application. Under penalty of perjury, I certify that all information contained in this application, 
including U.S. citizenship or lawful immigrant status of all persons applying for benefits, is true and correct to the best of 
my knowledge. I have read or someone has read to me the “Rights and Responsibilities” section of the application (located 
on page 2), including fraud penalties.

Sign here: Date:

Spouse sign here (if applying): Date:

Use this space for any comments or information that you could not fit on your application.

AC Center						       AC ID				    AC Rep			        
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VOTER REGISTRATION DECLARATION
(Optional) 

If you fill this out, your answers will not affect the benefits you get from the
Louisiana Department of Health and Hospitals.

If you are not registered to vote where you live now, would you like to apply to register to vote?

□ Yes    □ No

•	 If you checked “Yes,” please complete the attached form called the “Louisiana Mail Voter 
Registration Application” on page 9. Return all forms to the Medicaid Application Office, 
P.O. Box 91278 Baton Rouge, LA 70821-9893.

•	 IF YOU DO NOT CHECK EITHER BOX YOU WILL BE CONSIDERED TO HAVE 
DECIDED NOT TO REGISTER TO VOTE AT THIS TIME.

Applying to register or declining to register to vote will not affect the amount of assistance that you will be 
provided by this agency.

If you would like help in filling out the voter registration application form, we will help you. You may call 
us toll-free at 1-888-342-6207. The decision whether to seek or accept help is yours. You may fill out the 
application form in private.

If you choose to register to vote at this time, the information about the location where you completed the 
application to register will remain confidential and will only be used for voter registration purposes. If you 
choose not to register to vote, that information will also be kept confidential.

If you believe that someone has interfered with your right to register or to decline to register to vote, your 
right to privacy in deciding whether to register or in applying to register to vote, or your right to choose your 
own political party or other political preference, you may file a complaint with Louisiana Secretary of State, 
Commissioner of Elections, P.O. Box 94125 Baton Rouge, LA 70804-9125 or call toll-free at 1-800-883-2805.

►► Please PRINT clearly in black ink.

First name				      Middle initial    Last name				      Suffix (Sr., Jr., etc.)

Sign here: Date:





USE THIS FORM TO:

Box 1:

Box 2:

Box 3:

Box 4:

Boxes 6 & 14:

Boxes 8, 12 & 13

Box 9:

Box 18:

Box 19:

NOTE:

QUESTIONS? 

COMPLETE  AND  CHECK  ALL  APPLICABLE  BOXES  AND  TEAR  ALONG PERFORATED  LINE  BEFORE  MAILING. 

LOUISIANA MAIL VOTER REGISTRATION
APPLICATION                               FORM  # 04

OFFICIAL USE ONLY                                                   

COMP REG # _____________________________  Reg Type _________   Wd / Dist  _________   Pct  _______  In  ______  Out _______ 

1 Are you a citizen of the United States of America?    YES     NO       Will you be 18 years of age on or before election day?   YES      NO  
    If you checked ‘no’ in response to either of these questions, DO NOT COMPLETE THIS FORM.  

FORM  #04

1) register to vote   2) change your address   3) request a name cange   4) change party affiliation

5) reside in the state and
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